Systemic hypertension is the most common cardiovascular condition observed in competitive athletes. The diagnosis of hypertension is based on the presence of blood pressure (BP) persistently at or above certain levels as measured by routine sphygmomanometry on at least two separate occasions. A level above 140/90 mm Hg is considered to be hypertensive in people over age 18 years (1) . In children and adolescents, hypertension is defined as average systolic or diastolic levels greater than or equal to the 95th percentile for gender, age, and height (2) . In determining the level of competitive athletic activity that a hypertensive person may assume, it is also important to ascertain the degree of hypertension-related target organ damage. Although hypertension may be associated with an increased risk for complex ventricular arrhythmias and sudden death, this disease by itself has not been incriminated as a cause of sudden cardiac death in young competitive athletes (3) . For the general population, increased levels of noncompetitive physical activity are regarded not only as beneficial by reducing BP (4) and the incidence of hypertension (5), but also protecting against stroke (6) . In view of the striking increase in obesity-induced hypertension among children and adolescents related in part to physical inactivity, all people should be encouraged to engage in regular exercise. Those who are hypertensive derive protection from all-cause and cardiovascular mortality by maintaining higher levels of cardiorespiratory fitness (7) . Assessment of blood pressure. Blood pressure should be accurately measured in all individuals who wish to participate in competitive athletics before they begin training. Blood pressure should be measured by routine sphygmomanometry, using the guidelines listed in Table 1 (8) . There are often "white-coat" elevations induced by anxiety related to the examination, particularly in young people concerned about the potential consequences of the examination. Therefore, additional BP recordings outside the office should be obtained in those with elevated office readings, either with readily available and inexpensive home selfrecorders or with less accessible and more expensive automatic ambulatory monitors. Evaluation. Those individuals with any degree of persistent hypertension should have a thorough history and physical examination and limited laboratory testing to evaluate secondary causes and to ascertain target organ damage (1) . If agents that may raise BP such as nonsteroidal anti-inflammatory drugs (NSAIDs) are being taken, additional measurements should be obtained after they have been discontinued. Laboratory testing for most subjects with stage 1 hypertension (140 to 159 mm Hg/ 90 to 99 mm Hg) should include an automated blood chemistry (glucose, creatinine, or the corresponding estimated glomerular filtration rate, electrolytes, lipid profile), hematocrit, urine analysis, and an electrocardiogram. If hypertension is stage 2 (greater than or equal to 160/100 mm Hg), if results of the initial laboratory tests are abnormal, or if features suggestive of identifiable (secondary) causes are noted by history or physical examination, the patient should be referred for additional study (including echocardiography) and therapy. Effects of exercise on BP. As noted during stress testing, systolic BP rises during aerobic (dynamic) exercise. Both systolic and diastolic pressures rise even more acutely and to higher levels during resistance (static or isometric) exercise. Because strenuous aerobic or resistance exertion may precipitate myocardial infarction and sudden death in susceptible, untrained individuals (9), those individuals who wish to engage in competitive athletics should increase exercise levels gradually to avoid such cardiac catastrophes.
However, repetitive performance of both aerobic and resistance exercise lowers systolic and diastolic BP (4,10). After each 30-min period of aerobic exercise at 50% of maximal oxygen uptake, the blood pressure remains lower for up to 24 h, with an even greater reduction after 30 min of aerobic exercise at 75% of maximal oxygen uptake (11) . As a consequence, the risks of developing elevated BP (5) and of incurring a cardiovascular consequence of hypertension (6,7) are less in those who maintain higher levels of physical activity. Some conditioned athletes (particularly young men), with a slow heart rate and compensatory increase in stroke volume, have high systolic BP that is considered "spurious" hypertension (12) but should nevertheless be carefully monitored.
In normotensive untrained subjects, an excessive rise in systolic BP to above 200 mm Hg during an exercise stress test is predictive of a greater likelihood of the development of persistent hypertension in the future and may be associated with subtle systolic dysfunction (13) and an increased risk of subsequent cardiovascular disease (14) . Therefore, such subjects should be advised to increase levels of physical activity gradually to moderate such excessive rises in pressure. Such rises should not restrict activity in those who are well conditioned. Because intensive resistive training may reduce arterial compliance with potential adverse consequences (15) , such training should be limited in those athletes with hypertension. Effects of blood pressure on exercise. Untreated hypertension in athletes may be accompanied by some limitation in exercise performance (16) . Before initiating drug therapy, athletes should be strongly encouraged to adopt healthy lifestyle behavior and avoid tobacco in any form, excess alcohol, drugs of abuse (especially sympathomimetics such as cocaine or ephedra), androgens, steroids, growth hormone, NSAIDs, and excessive sodium intake. It should be emphasized that the use of antihypertensive drugs may further limit exercise capacity, more so with beta-adrenergic receptor blocking agents than with vasodilators (alphaadrenergic blocking agents, angiotensin-converting enzyme inhibitors, angiotensin II-receptor blockers, or calcium channel blockers). Indeed, high-intensity competitive athletes may find it very difficult to perform satisfactorily while using beta-blockers (17) . 
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